
Available online at www.sciencedirect.com

ScienceDirect

Comprehensive Psychiatry 59 (2015) 17–20
www.elsevier.com/locate/comppsych
Suicide acceptability as a mechanism of suicide clustering in a nationally
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Abstract

Purpose: The goal of the present study was to examine suicide acceptability as a mechanism of suicide clustering in adolescents.
Methods: Data were drawn from The National Annenberg Survey of Youth, a sample of 3302 adolescents aged 14–22 collected between
2002 and 2004.
Results: Results indicated that beliefs of the acceptability of suicide partially mediated the effect of exposure to suicide (defined as knowing
someone who attempted or completed suicide) on 1) serious suicidal ideation and 2) suicide planning behaviors.
Conclusions: The present study demonstrated that suicide acceptability is in small part a possible reason why suicides tend to cluster in
adolescents. It contributes not only to the knowledge of how the phenomenon of suicide clustering might occur, but more broadly highlights
the importance of examining mediators of suicide clustering.
© 2015 Elsevier Inc. All rights reserved.
Suicide clustering refers to the idea that suicides occur in
non-probabilistic groupings among individuals who are
exposed to suicide. Point clusters to suicides that occur
among individuals who are close in space and time while
mass clusters are related to media exposure to suicide [1].
Evidence for point clusters is generally stronger than mass
clusters. Thus, point clusters are the focus of this study.
Evidence for point clusters has been found in high schools
[2–4], college roommates [5], and on a population level in
epidemiological studies [6]. As a result of the body of
support for point clustering of suicide there has been a push
toward movement from description of main effects of
clustering to mechanisms of this effect (see Haw et al. [1];
Joiner [14]).

One potential mechanism of point clustering comes from
the research of mass clustering. The so-called “Werther
Effect” [7] is named from the character of a book published
in the 18th century that dies by suicide after a romantic
rejection. After publication of the book, a large number of
adolescent suicides occurred throughout Europe where the
victims imitated the dress and suicide method of the main
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character. It is thought that this mass cluster of suicides
occurred because adolescents idealized the main character's
suicide and believed that suicide was an acceptable solution
[8]. In other words, the idealized suicide of Werther may
have led others to change their beliefs about suicide, viewing
suicide as more acceptable.

Although this effect describes a mass cluster rather than a
point cluster, the general notion could be applied to point
clusters as well. It could be possible that individuals may go
through a similar process of belief change about suicide after
exposure to someone who has attempted or completed
suicide. That is, personal knowledge of someone who has
attempted or completed suicide increases the acceptability of
suicide, possibly because they idealize the individual who
has exposed them to suicide. Once the individual believes
that suicide is a more acceptable, they may consider suicide
as an acceptable reaction to negative events or psychopa-
thology like depression themselves. Relatedly, other studies
find support for a relationship between suicide acceptability
and suicidality [9–11]. Most notable is the study by Joe
et al. [10] that use the dataset featured in this study to
demonstrate that suicide acceptability is related to increased
suicide planning. Thus, the present manuscript might be
considered building upon Joe et al. by conceptualizing their
main effect as a potential pathway through which suicide
clustering operates.
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1. The present study

The primary goal of this study is to examine suicide
acceptability as a mechanism of suicide point clusters.
Specifically, it is hypothesized that the relationship between
knowing someone who attempted or completed suicide and
serious suicidal ideation or creation of a suicide plan (i.e.,
suicide point clustering) is mediated by positive beliefs about
suicide. These hypotheses are tested in a large epidemiolog-
ical study of 3302 adolescents (National Annenberg Survey
of Youth [12]).
2. Method

2.1. Participants

Data for the present study were drawn from the 2002, 2003,
and 2004 versions of the National Annenberg Survey of Youth
(NASY). The NASY is an IRB-approved random-digit dialing
sample of adolescents in the United States that was conducted
by the Annenberg Public Policy Center. Further details on the
specific methods and weighting of the study are available
elsewhere [12]. The final (unweighted) sample was 3302
adolescents (49.1% female). The ages ranged from 14 to
22 years (M = 17.70 years, S.E. = 0.04). Participants were
71.9% Caucasian, 12.3% African American, 2.6% Asian, and
the rest self identified as another or mixed race.

2.2. Variables

2.2.1. Exposure to suicide
Participants were asked if they had ever known anyone

who had attempted suicide and then asked if they knew
anyone who completed suicide. A composite variable was
created from these two variables to indicate if a participant
knew either someone who attempted or completed suicide.
Overall, 47.9% of the sample knew someone who attempted
suicide, 27.1% knew someone who completed suicide, and
51.7% knew someone who either attempted or completed
suicide. All variables were coded so that 1 = yes.

2.2.2. Suicide acceptability
As in previous studies using this dataset [10], a measure of

suicide acceptability was created using the mean score of two
items: “I think it's okay to end your life if you're tired of living”
and “I think it's okay to end your life if you don't see any
reason to keep on living”. These items were coded on a 1–4
scale where higher scores equal a higher level of beliefs that
suicide is acceptable. These two items were highly correlated
(r = .61, p b .001) and had acceptable internal consistency
when combined to form one overall index (alpha = .76). The
average score on this measure was 1.21 (SD = 0.53).

2.2.3. Suicidal ideation and planning
Suicidal ideation over the past year was assessed with the

question: “During the past 12 months, did you ever seriously
consider attempting suicide?” Suicide planning was assessed
with the question: “During the past 12 months, did you make
a plan about how you would attempt suicide?” Given that
making a suicide plan is a more severe form of suicidal
ideation than seriously considering suicide, and that severity
of suicidal ideation is a key factor in determining death by
suicide [13], these two variables were kept as separate
outcome variables. Overall, 7.2% of the sample had seriously
considered suicide in the past year and 3.5% of the sample
had made a suicide plan in the past year. Thus, approxi-
mately 49% of those who had serious suicidal ideation in the
past year also went on to make a suicide plan.

2.3. Analytic strategy

We first conducted a series of preliminary analyses to
ensure that the suicide point clustering occurred in this
dataset because as Joiner [14] notes, suicide clustering is not
apparent in all datasets. Each of the two outcome variables
(serious ideation in the past year and suicide planning in the
past year) were regressed on to the three predictor variables
(knowing someone who attempted suicide, completed
suicide, or either attempted or completed suicide) in separate
analyses. Thus, a total of six logistic regressions were
conducted in Mplus [15].

The main hypothesis was tested using mediated regres-
sion analyses in Mplus.

Two meditational models were examined, one predicting
suicidal ideation in the past year and one predicting suicide
planning in the past year. Because knowing someone who
attempted or completed suicide confers nearly the same levels
of suicide risk (see below), only the variable for knowing either
someone who attempted or completed suicide was used as an
index of exposure to suicide (i.e., the independent variable). In
both analyses, the overall score of suicide acceptability was
used as the mediator. Indirect effects were examined using
bootstrapped estimation. Bootstrapped estimation is a gener-
ally believed to be a stronger test of mediation than the
traditional Baron and Kenny approach [16]. This method
produces point estimates of direct and indirect effects and 95%
confidence intervals. Confidence intervals that do not include
zero are considered significant. Both the preliminary and main
analyses were conducted using sample weights with the
WEIGHT option in Mplus as the NASY data are weighted to
match the 2000 US Census [17].
3. Results

3.1. Preliminary analyses

Table 1 shows the results of a series of logistic regression
to determine if three exposures to suicide variables (i.e.,
knowing someone who attempted suicide, completed
suicide, or either someone who attempted or completed
suicide) predicted increased odds of suicidal ideation or a
suicide plan in the past year. All six analyses were significant
because the confidence intervals for the odds ratios did not



Table 1
Logistic regression analyses replicating social contagion of suicide.

Suicide exposure variables DV: Serious ideation
in past year

DV: Suicide planning
in past year

% OR (95% CI) % OR (95% CI)

Know someone who
attempted suicide

5.3 3.53 (2.54–4.91) 2.6 3.32 (2.06–5.34)

Know someone who
completed suicide

3.3 2.30 (1.71–3.10) 1.7 2.28 (1.50–3.46)

Know someone who
attempted or completed

5.5 3.33 (2.44–4.84) 2.7 3.33 (2.03–5.47)

% = percentage of sample (unweighted), OR = odds ratio, CI = confidence
interval. All ORs in reference to not knowing someone who attempted/
completed suicide. CIs that do not include 0 are significant at p b .05 level
or lower.
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include zero. Knowing anyone who attempted or completed
suicide conferred between 2.28 and 3.53 times the risk for
serious suicidal ideation or suicide planning compared to not
knowing someone who attempted or completed suicide.
Although there was slightly higher risk for suicidal ideation
and plans among individuals who knew someone who
attempted suicide compared to someone who completed
suicide, all odds ratios and 95% confidence intervals were
generally within the same range. Thus it can be concluded that
that suicide point clustering was replicated in this dataset for
both knowing someone who attempted and completed suicide.

3.2. Main analyses

The left side of Fig. 1 shows the model testing suicide
acceptability as a mediator in the relationship between
suicide exposure and serious suicidal ideation in the past
year. The bootstrapped total indirect effect was significant
because the 95% confidence interval did not include zero
(β = 0.02, 95% CI: 0.01–0.03). Moreover, all of the paths in
the model were significant. Given that the path from suicide
exposure to suicidal ideation was dampened by a small
amount, but not brought to non-significance with the
introduction of suicide acceptability in to the model, the
results indicate a partial mediation effect.

The right side of Fig. 1 shows the model testing suicide
acceptability as a mediator in the relationship between
suicide exposure and suicide planning in the past year. Just
Note. *** p < .001, standardized regression weights shown

Fig. 1. Mediation analyses testing the suicide accepta
as in the first model, the bootstrapped total indirect effect
was significant (β = 0.02, 95% CI: 0.01–0.03). Again, all of
the paths were significant and because the direct effect of
suicide exposure on suicide planning was only dampened
with the introduction of suicide acceptability in to the model,
the results indicate a partial mediation effect.
4. Discussion

The goal of the present study was to examine suicide
acceptability as a mediator of suicide point cluster. The logic
for suicide acceptability as a mediator comes from the idea that
idealizing a recent suicide attempt or completion may lead
adolescents to view suicide as more acceptable [7]. The
findings from the study were largely in line with the
hypotheses. It was found that suicide acceptability partially
mediated the relationships between knowing someone who
attempted or completed suicide (i.e., suicide exposure) and
1) serious suicidal ideation over the past year and 2) suicide
planning over the past year. Since only partial mediation was
supported, it can be inferred that increased acceptability of
suicide among those who have been exposed to suicide is just
one pathway or mechanism of suicide point clustering. Future
studies are needed that examine other possible mechanisms,
especially those outlined by Joiner (1999), such as assertive
selection of peer groups and group-wide exposure to stressors.
There is also a need to examine moderators that might disrupt
the relationship between exposure to suicide and suicide
acceptability, which might then lead to decreased suicide risk.
One potential moderator might be religiosity. Indeed, several
epidemiological studies found that greater religiosity is
associated with decreased suicide acceptability [18,19].

There are several limitations that should be noted when
interpreting the findings from this study. First, the data were
collected at the same time point and cross-sectional data can
only imply, but not full test, mediation. There is some
temporality suggested by the variables, however; because
suicide exposure was assessed over a lifetime while suicidal
ideation and planning was only assessed over the year prior
to the study. Nonetheless, future prospective studies of this
effect will be needed to further support these findings.
Second, while suicidal ideation and suicide planning are
serious outcomes worthy of study, future studies that
bility as a mechanism of suicide point clusters.
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examine actual suicidal behavior are needed. Third, due to
the nature of the study design, there were few no psychiatric
diagnosis variables (e.g., major depressive disorder) that
could be used as control variables. Finally, the mediation
effects observed in were relatively weak and only accounted
for a small portion of the direct effect in both models. The
study had several strengths worth noting, especially its large,
nationally representative sample and examination of various
levels of suicidal ideation.

This study adds to the existing literature in at least two
ways. First, it provides more evidence of the social contagion
effect and is the first to examine knowledge of anyone who
attempted or completed suicide as a predictor of suicide
clustering. Most previous studies only examined a category
of individual (e.g., a family member or friend). Second, it is
among the few studies to examine possible mediators of this
well-documented effect. Several clinical implications can be
drawn from these findings. For example, monitoring changes
in suicide acceptability after individuals are exposed to
suicide may help identify individuals at risk for suicide
contagion. Additionally, interventions that focus on modi-
fying attitudes towards suicide may weaken the link between
exposure to suicide and suicidal ideation and planning.

References

[1] Haw C, Hawton K, Niedzwiedz C, Platt S. Suicide clusters: a review of
risk factors and mechanisms. Suicide Life Threat Behav 2013;43(1):
97-108, http://dx.doi.org/10.1111/j.1943-278X.2012.00130.x.

[2] Brent DA, Kolko DJ, Wartella ME, et al. Adolescent psychiatric
inpatients' risk of suicide attempt at 6-month follow-up. J Am Acad
Child Adolesc Psychiatry 1993;32(1):95-105, http://dx.doi.org/
10.1097/00004583-199301000-00015.

[3] Poijula S, Wahlberg KE, Dyregrov A. Adolescent suicide and suicide
contagion in three secondary schools. Int J Emerg Ment Health 2001;
3(3):163-8.

[4] Robbins D, Conroy RC. A cluster of adolescent suicide attempts.
J Adolesc Health Care 1983;3(4):253-5, http://dx.doi.org/10.1016/
S0197-0070(83)80247-2.
[5] Joiner TE. Contagion of suicidal symptoms as a function of assortative
relating and shared relationship stress in college roommates. J Adolesc
2003;26(4):495-504.

[6] Niedzwiedz C, Haw C, Hawton K, Platt S. The definition and
epidemiology of clusters of suicidal behavior: a systematic review.
Suicide Life Threat Behav 2014, http://dx.doi.org/10.1111/sltb.12091.

[7] Phillips DP. The influence of suggestion on suicide: substantive and
theoretical implications of the Werther effect. Am Sociol Rev 1974;
39(3):340-54.

[8] Sonneck G, Etzersdorfer E, Nagel-Kuess S. Imitative suicide on the
Viennese subway. Soc Sci Med 1994;38(3):453-7.

[9] Gibb BE, Andover MS, Beach SRH. Suicidal ideation and
attitudes toward suicide. Suicide Life Threat Behav 2006;36(1):
12-8, http://dx.doi.org/10.1521/suli.2006.36.1.12.

[10] Joe S, Romer D, Jamieson PE. Suicide acceptability is related to
suicide planning in U.S. adolescents and young adults. Suicide
Life Threat Behav 2007;37(2):165-78, http://dx.doi.org/10.1521/
suli.2007.37.2.165.

[11] Stein D, Brom D, Elizur A, Witztum E. The association between
attitudes toward suicide and suicidal ideation in adolescents. Acta
Psychiatr Scand 1998;97(3):195-201, http://dx.doi.org/10.1111/
j.1600-0447.1998.tb09987.x.

[12] Romer D. Prospects for an integrated approach to adolescent risk
reduction. In: & Romer D, editor. Reducing adolescent risk: Toward an
integrated strategy. Thousand Oaks: Sage Publications; 2003. p. 1-8.

[13] Beck AT, Brown GK, Steer RA, Dahlsgaard KK, Grisham JR.
Suicide ideation at its worst point: a predictor of eventual suicide
in psychiatric outpatients. Suicide Life Threat Behav 1999;29(1):
1-9, http://dx.doi.org/10.1111/j.1943-278X.1999.tb00758.x.

[14] Joiner TE. The clustering and contagion of suicide. Curr Dir Psychol
Sci 1999;8(3):89-92, http://dx.doi.org/10.1111/1467-8721.00021.

[15] Muthén L, Muthén B. MPlus user's guide. 5th ed. Muthén &
Muthén; 2007.

[16] Hayes AF. Beyond Baron and Kenny: statistical mediation analysis in
the new millennium. Commun Monogr 2009;76(4):408-20.

[17] U.S. Bureau of the Census. Estimates of the population of the United
States, by age, sex, and race: 1990 to 1999. Washington, DC: U.S.
Bureau of the Census; 2001.

[18] Stack S, Augustine JK. Religion and suicide acceptability: a cross-
national analysis. J Sci Study Relig 2011;50:289-306, http://dx.doi.org/
10.1111/j.1468-5906.2011.01568.x.

[19] Jung JH, Olson DVA. Religion, stress, and suicide acceptability in
South Korea. Soc Forces 2014;92:1039-59, http://dx.doi.org/
10.1093/sf/sot129.

http://dx.doi.org/10.1111/j.1943-278X.2012.00130.x
http://dx.doi.org/10.1097/00004583-199301000-00015
http://dx.doi.org/10.1016/S0197-0070(83)80247-2
http://dx.doi.org/10.1016/S0197-0070(83)80247-2
http://dx.doi.org/10.1111/sltb.12091
http://dx.doi.org/10.1521/suli.2006.36.1.12
http://dx.doi.org/10.1521/suli.2007.37.2.165
http://dx.doi.org/10.1521/suli.2007.37.2.165
http://dx.doi.org/10.1111/j.1600-0447.1998.tb09987.x
http://dx.doi.org/10.1111/j.1600-0447.1998.tb09987.x
http://dx.doi.org/10.1111/j.1943-278X.1999.tb00758.x
http://dx.doi.org/10.1111/1467-8721.00021
http://dx.doi.org/10.1111/j.1468-5906.2011.01568.x
http://dx.doi.org/10.1093/sf/sot129

	Suicide acceptability as a mechanism of suicide clustering in a nationally representative sample of adolescents
	1. The present study
	2. Method
	2.1. Participants
	2.2. Variables
	2.2.1. Exposure to suicide
	2.2.2. Suicide acceptability
	2.2.3. Suicidal ideation and planning

	2.3. Analytic strategy

	3. Results
	3.1. Preliminary analyses
	3.2. Main analyses

	4. Discussion
	References


